Introduction
Patient safety, defined as the reduction of unnecessary damage to an acceptable minimum in health care, is acknowledged as a fundamental dimension of quality in health. (1) Primary Health Care (PHC) is considered a key component of the Health Care Network, which proposes actions and health services of different technological densities in order to guarantee the integrality of care, through technical, logistic and management support systems. (2) As it is not directly linked to high-tech procedures, PHC may be thought of as a safe and secure environment. It is known that Adverse Events (AEs), defined as incidents that result in some harm to the patient, occur in this health setting though. There are still many knowledge gaps regarding this issue and difficulty to measure the types of incidents that occurred. The studies are still incipient in this field, despite the greater visibility of the subject in Brazil, after the initiative to create the National Patient Safety Program (PNSP). (3, 4) We emphasize this scenario, based on a study carried out in Brazil, at a Family Health Strategy service (ESF), which evaluated the occurrence of incidents in the patient in relation to the severity, type and the factors contributing to this occurrence. It was concluded that, although PHC attends to patients with less technical complexity, 82% of the incidents caused damage to the patient, many of them with very high severity -permanent damage (25%) or death (7%). (3) It is understood that it is necessary to invest in the recognition of the patient safety culture, so that it is possible to examine to what extent the perceptions, behaviors and competences of individuals and groups influence the patient safety outcomes and the quality of care. (5) Therefore, evaluating the patient safety culture in PHC is an important step towards improving the quality and safety of care, considering the scope of this scenario in the health care network. The objective of this study, therefore, is to evaluate the professionals' perception about the patient safety culture in the PHC environment, considering that this evaluation may point out new guidelines for strengthening patient safety in this health care setting.
Methods
This is a quantitative, cross-sectional, descriptive survey carried out in PHC, in a city with an estimated population of 298,701 inhabitants, in the interior of the State of São Paulo.
The PHC network of the city consists of 32 Family Health Centers (CSF), of which 17 are mixed services, i.e. they serve as Basic Health Services (UBS) and Family Health Strategy (ESF).
Of the 564 professionals performing care functions in these CSFs, 106 were excluded because they were on vacation and/or leave for health treatment or maternity during the data collection period (from December 2016 to March 2017). In total, 458 professionals were invited, and 240 accepted to participate in the process. Approval for the study was obtained from the Research Ethics Committee of the Federal University of São Carlos (Opinion No. 1.818.070), and resolution 466/12 was fully complied with.
To do this, the questionnaire "Pesquisa sobre Cultura de Segurança do Paciente para Atenção Primária" was applied, (6) Brazilian version of the Medical Office Survey on Patient Safety Culture, created by the Agency for Healthcare Research and Quality. The authors authorized the use of the instrument adapted and validated for Brazil. (6) The professionals were mostly approached in group, except those who were attending at that moment, later invited individually. This permitted inviting the largest number of people with minimal interference in the service routine. The delivery of the questionnaire and the Free and Informed Consent Term occurred on a date agreed with the team.
The instrument is composed of 52 items, with alternative answers on a Likert scale that permits evaluating twelve dimensions of the patient safety culture: open communication, communication about the error, information exchange with other institutions, office process and standardization, or-ganizational learning, overall perception of patient safety and quality, leadership support for patient safety, patient care tracking/ follow-up, patient safety and quality problems, staff training, teamwork and work pressure and pace. (6) Data was organized and stored in Microsoft Excel® spreadsheets. For treatment and analysis, the Statistical Package for the Social Sciences (SPSS) version 22.0 was used.
For the descriptive analysis of the data, the response frequency of each item and the average for each dimension were calculated. Following the recommendation of the original instrument, (7) these dimensions were rated as strong, when 75% or more of participants answered I totally agree/I agree or frequently/always to positive questions; and I totally disagree/I disagree or never/rarely for negative questions. Dimensions were classified as weak when 50% or more of the participants answered negatively, choosing I totally disagree/I disagree or never/ rarely for positive questions, or I totally agree/I agree, always/frequently for negatively questions. (7) To test the reliability of the answers, Cronbach's alpha was calculated for each dimension and for the survey as a whole. Results equal or superior to 0.7 were considered satisfactory. (8) The Kolmogorov-Smirnov test was executed, which indicated absence of normality of the data. Therefore, the Kruskal-Wallis Test was applied to assess the comparison of means of the positive answer percentages related to the variables "professional category" and "length of experience". For the statistical test, significance was set at 5% (p ≤ 0.05).
Results
Fifty-two percent (240) of the professionals participated, including: physician (18) , nurse (14) , dentist (6), social worker (2), psychologist (2), pharmacist (4), physiotherapist (1), manager (15) , administrative staff (20) , Community Health Agent (83), nursing auxiliary (9), pharmacy aide (6) and oral health aide (1) .
As for the length of experience at the service, the results varied, with 87 professionals working from two months to less than three years; 80 from three to less than 11 years and 41, for 11 years or more; only three had been working less than two months and 21 did not respond. Of these, 158 (76%) have a workload of 33 to 40 hours a week.
Regarding the reliability of the answers, the general Cronbach's Alpha coefficient obtained was 0.93. Thus, the following dimensions were excluded: "open communication" (α = -0.17), "communication about the error" (α = 0.48), "process standardization" (0.55), "team training" (α = 0.56) and "work pressure and rhythm" (α = 0.59).
The analyzed dimensions are represented in table 1, which indicates the dimensions that obtained a satisfactory Cronbach's alpha coefficient by positive perception percentage. Considering the lack of tradition in Brazil in evaluating the safety culture, particularly in PHC, the 52% response rate obtained can be considered satisfactory. Another favorable point was the participation of 15 different professional categories, ensuring a broad evaluation of the safety culture. In this sense, the importance of the engagement of all is affirmed, because the organizational culture influences the management style adopted and, consequently, it determines organizational changes. (9) Due to the scarcity of publications related to the subject in Brazil, the comparisons of this research were based on international publications. Although the format of PHC is very diverse around the world, a standardized tool was used, permitting comparisons of similar aspects, reinforcing the importance of using tools validated for the Brazilian reality.
Like this research, a study carried out in Turkey compared the variable "professional category" and the positive responses, showing that the medical professional perceives the dimensions "open communication" (p <0.01) and "communication about the error" (p<0.01) more positively. (10) In parallel, an Iranian research showed that the manager presented the highest scores for all dimensions (p <0.001). (11) On the other hand, a Brazilian study found no difference among the categories: nursing technicians, nurses and community health agents regarding safety attitudes. (12) As for the comparison of the dimensions related to length of experience, unlike our study, an Iranian study found no relation between them. (11) On the other hand, a Spanish study that evaluated residents in family and community medicine found that first-year residents had the highest positive scores for "information exchange with other institutions" (p = 0.007), "open communication" (p = 0.01), "staff training" (p = 0.009) and "overall perception of patient safety and quality" (p = 0.02). (13) On the low reliability of the responses for the dimensions "open communication", "communication about the error", "office process and standardization", "staff training" and " work pressure and pace", it is worth noting that all these dimensions are interrelated and linked to aspects of communication, education and the work process, For the variable "length of experience", "organizational learning" and "leadership support" presented a significant difference. The shorter the length of experience, the higher the positive perception (Table 3) . What the professional category is concerned, physicians scored the highest for positive perception in the "patient safety and quality problems" and "teamwork" dimensions (Table 3) . 
Discussion
Creating a positive culture that promotes patient safety is one of the main challenges health organizations face. (5) To this end, it is important to emphasize the participation of all health staff in promoting a positive safety culture.
suggesting possible weaknesses in these aspects of the work environment.
Of the other dimensions evaluated, teamwork is the collective work modality that opposes the independent and isolated way in which health professionals usually carry out their work. (14) It is considered essential for the proper functioning of the work process in PHC, in which the dialogue should favor the approximation among the different actors, clearly realizing that all partial knowledge only gains meaning when shared in the group. (15) In this study, the "teamwork" dimension was evaluated as strong for the patient safety culture, reaching an average 79% of positive responses. Other investigations, which evaluated teamwork within and among services, also obtained high positive scores. (10, 13, 16) A Brazilian study on safety attitudes also identified teamwork as a strong element for the patient safety culture. (12) These studies suggest that teamwork is recognized as a strong element in the safety culture, in pursuit of changes and improvements in the quality of patient safety.
According to the literature, (17) there are four modes of learning within organizations: learning from others, from the mistakes, from the data obtained and through unexpected responses.
Learning from others occurs through experiences revealed in conversations or in publications. In turn, learning from mistakes happens in the identification and analysis of one's own mistakes. Learning from the use of the data obtained, then, means using the results to provide feedback and to drive the organizational performance. Finally, learning from unexpected responses happens when there is constant vigilance and prevention of events. Thus, by looking at the less developed modes of organizational learning, faster progress in patient safety can be promoted. (17) Despite the positive perception of the "organizational learning" dimension, when the theme is not guilt for the error, studies show low positive scores for non-punitive response to error, showing weakness in this aspect. (10, 13, 16) Although the dimension "communication about the error" did not reach satisfactory reliability in this study, the item "the team at this service believes that errors can be used against them" stands out, as 49% of the participants agreed with the statement, revealing that the culture of fear is present. A similar situation was found in a study on safety attitudes, in which the "error" variable was the least relevant for the professionals, demonstrating the weakness of this aspect. (12) Thus, it can be identified that the learning mode from errors needs improvements. The professionals need to be aware that the occurrence of error and guilt can be alternatives to transform it into a new chance to discuss, improve care and prevent new events related to the same cause from happening. (12) The "patient care tracking/follow-up" dimension should be understood as a prominent area for PHC. In a longitudinal conceptual review, the authors affirm that patient monitoring over time by PHC professionals is a central feature of this care level. (18) In this research, this dimension obtained a score of 80% of positive responses, being classified as a strong area for the safety culture. The results were similar to those of the Spanish study, in which the rate of positive responses was 71%. (13) Only a different result was found in the city of Al-Mukala, Yemen, which identified fragility in this dimension and concluded that patients were not followed up/ monitored when necessary. (19) Fragilities in patient follow-up/monitoring may lead to visits to other health facilities for routine care and problems in the quality of documents that make it difficult to service the longitudinal bond. (18) Another important feature to ensure the proper functioning of care in PHC is the exchange of information among institutions in a complete, precise and timely manner. This was considered a strong area in this study but, in two other studies (13, 16) , they were classified as fragilities, reaching only 47% of positive responses.
Regarding the situations that affect patient safety, 83% of the professionals had a positive perception and believe that there are few problems related to access, patient identification, medical records, charts, equipment, medication and diagnoses.
Contrary to the professionals' perception in this research, however, a Brazilian study identified that the most common types of PHC incidents were associated with medication and diagnostic errors. (20) Regarding access, in a study carried out in a large city in the State of São Paulo, users describe it as something bureaucratic and time-consuming, both for scheduling and for care in the service, relating it to the lack of medical professionals and their high turnover in the UBS. (21) Another study about the perception of the ESF professionals in relation to the quality of the services provided, in a city in the state of Espírito Santo -Brazil, showed that these professionals perceive that the care is offered positively, contributing to the strengthening and humanization of PHC. (22) In this respect, although the compared studies were conducted in different ways, reflections emerge on the extent to which the user's perception may differ from the health professional's perception, in relation to the quality of the service provided, and how much this can influence the quality of patient safety.
Therefore, it is considered that the positive results obtained in this study may be related to the low rates of event reporting. Studies that asked about the frequency of event reporting identified that only 12% to 32% of the professionals mentioned that the errors were reported. (10, 11, 16) As strategies to address the knowledge gap, in view of the fear of punishment and informal communication that leads to underreporting of AEs, there is communication and educational practice, which improves the interaction between leaders and professionals, (23) corroborating the present findings, in which the dimension "leadership support" for the patient safety culture was considered critical. Improvements are urgently needed, as only 47% of the participants perceived the subject positively.
Leadership in PHC is seen as a key competency for the development of change, given its potential to drive the teamwork process. In addition, it was observed that, in the current reality, nurses are mainly acting as supervisors, assuming this position. (24) This fact is similar to the city studied, where most of the service coordinators were nurses.
When relating organizational culture, leadership behavior and job satisfaction, there is a significant positive correlation among these elements, suggesting that good interaction between leaders and professionals contributes to the stimulus towards the achievement of the objectives the institution defined. (25) Thus, the result found in this study reveals the weakness of leadership support for the patient's safety culture, which may arouse the reflection that this may influence attitudes and behaviors related to the subject, demonstrating the importance of leaders in identifying the aspects pointed out and implementing actions for the purpose of patient safety.
In view of the above, it is worth highlighting the importance of involving all professionals in the process of improving patient safety. Effective, attitude-based actions need to be developed, where the attitude and culture of front-line health professionals should induce desirable behavioral changes to improve patient safety. (26) Regarding the limitations of the study, only the perception of the professionals involved was used, without incorporating other aspects such as document analysis, observations of professional practice, users' perception, among others. Also due to the sharing of physical space between UBS and USF, comparing the data between these services was not possible. In addition, due to the incipient nature of this kind of research in PHC, the answers may have been provided with little reflection on the subject.
Conclusion
The results showed that PHC professionals had positive perceptions on the dimensions of the patient safety culture and the quality of the service. It was revealed, however, that the "leadership support" dimension needs improvement, so that aspects pertaining to the patient safety culture occur effectively, based on educational and non-punitive practices. In order to identify the professionals' perceptions about the patient's culture, it is important to point out that, when the different categories present in these health services were observed, the medical staff showed a more positive perception in the dimensions "overall perception of patient safety and quality" and "teamwork" and that, the shorter the length of experience, the more positive the perception for "organizational learning" and "leadership support for patient safety". Therefore, it should be noted that, although incipient, assessing the professionals' perception about the patient safety culture in PHC is necessary to allow services to identify domains and variables that need attention, through an individual situational diagnosis, so that strategies can be outlined to put these components in practice in this care network.
